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EDITORIAL
Venous  procedures  and  acute  peripheral  vein
thrombosis:  The  past  and  future  of  the
interventional  radiologist
The  management  of  acute  deep  vein  thrombosis  (DVT),  among  other  diseases,  is  still
controversial,  and  varies  depending  on  the  recommendations  and  publications  consulted.
We  must  thank  Pernes  [1]  for  his  review  of  recent  international  publications  and  consensus
documents  that  put  endovascular  techniques  back  at  the  forefront  for  eliminating  venous
obstruction  in  the  event  of  acute  thrombosis.
In  the  1980s,  when  he  was  a  young  house  ofﬁcer  in  the  Lille  regional  hospital  group,
Philippe  Marache’s  unit  used  to  perform  nearly  3000  arteriography  and  750  venography
examinations,  and  already  about  1000  interventional  procedures  per  year.  Half  of  them
involved  the  removal  of  venous  obstructions.  At  that  time,  the  standard  technique  was
direct  ﬁbrinolysis  using  urokinase  delivered  into  the  thrombus  via  a  catheter  inserted  into
the  humeral  artery  through  a temporary  Théry  ﬁlter  (Théry  was  a  Lille  cardiologist  who
devoted  much  of  his  time  to  this  specialty).  There  were  real  successes  and  complications
were  rare,  but  undeniable  [2,3].
In  the  1990s,  several  factors  altered  this  management.  The  ﬁrst  was  the  arrival  of  low
molecular  weight  heparins,  which  markedly  reduced  the  frequency  of  proximal  phlebitis,
particularly  postoperatively.  The  prevalence  and  incidence  of  the  disease  was  thus  altered.
The  second  factor  was  the  development  of  venous  ultrasound  and  the  disappearance
of  venography,  which  is  nowadays  only  indicated  for  recurring  varicose  veins  or  in  rare
cases  where  the  venous  anatomy  makes  morphological  imaging  necessary.  This  change
in  examination  led  to  a change  in  medical  organisation,  which  passed  from  radiologists
to  angiology  specialists.  Gradually  radiologists  have  become  no  longer  consulted  to  deal
with  thromboembolic  disease,  and  even  discussion  of  vena  cava  ﬁlters  has  been  restricted
owing  to  the  PREPIC  study.  The  third  factor  was  the  publication  of  studies  favouring  drug
treatment  over  interventional  ﬁbrinolytic  therapy.  These  publications  favoured  the  pre-
cautionary  approach.  While  the  primary  beneﬁt  (no  pulmonary  embolism  or  progression  of
phlebitis)  of  the  interventional  ﬁbrinolytic  therapy  and  the  heparin  treatment  was  iden-
tical,  the  beneﬁt/risk  balance  favoured  the  conservative  treatment,  due  to  the  dangers
involved  in  the  ﬁbrinolytic  treatment.  Because  of  the  5%  risk  of  haemorrhage  with  ﬁbri-
nolytic  drugs,  some  intracranial  complications  of  which  were  fatal,  treatment  with  heparin,
which  had  the  same  primary  result,  came  to  be  preferred.  Although  the  risk  of  distal
postphlebitis  complications  is  increased  with  heparin  (50%  versus  20%  with  interventional
ﬁbrinolytic  therapy)  this  was  not  enough  to  change  opinion.  Endovascular  treatment  there-
fore  regressed  de  facto  despite  its  efﬁcacy  in  eliminating  venous  obstructions,  whereas
anticoagulants  only  prevented  extension  and  recurrence  in  the  short  term,  the  principle
of  conservative  treatment  being  to  wait  for  possible  repermeabilisation  of  the  vein  with
time.
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The  development  of  instruments  to  break  up  blood  clots
y  mechanical  methods  has  launched  new  studies  [4,5].
hese  instruments  were  developed  for  other  indications,
uch  as  removing  obstructions  in  arteriovenous  ﬁstulas  for
ialysis.  After  a  learning  curve,  and  using  these  instruments
ith  endoprostheses,  as  well  as  administering  lower  local
brinolysis  doses,  very  good  primary  permeability  results
an  nowadays  be  obtained,  with  fewer  complications  [1].
earning  how  to  use  these  techniques  and  perfecting  them,
nd  the  need  for  a  complete  but  often  long  procedure
re  the  keys  for  successfully  clearing  the  patient’s  veins
nd  therefore,  in  the  end,  for  reducing  his  post-phlebitis
omplications.  The  concept  of  the  open  vein  has  been  given
ew  life  and  its  principle  is  validated  by  the  new  recommen-
ations.
The  difﬁculty  now  lies  in  screening  patients  and  providing
eams  with  information  for  modifying  present  management.
ndeed,  current  practice  is  to  put  patients  with  DVT  on
nticoagulants,  thinking  that  nothing  else  is  effective  or  fea-
ible.  Several  teams  in  France,  but  still  too  few  to  meet  the
eed,  are  offering  endovascular  management  of  recent,  iliac
or  higher)  vein  thrombosis,  particularly  in  young  subjects  at
isk  in  the  long  term  of  postphlebitis  complications.
Interventional  radiology  possibilities  are  developing
apidly  with  the  miniaturisation  of  materials  and  improve-
ent  in  therapeutic  accuracy  guided  by  more  and  more
ighly  effective  imaging  techniques.  Venous  procedures
nclude  a  number  of  techniques  such  as  vena  caval  ﬁltration,
enous  dilation  (of  a  dialysis  ﬁstula,  for  example),  venous
tenting  (vena  cava  obstruction),  embolisation  (pelvic  vari-
ose  veins),  the  implantation  of  totally  implantable  vascular
ccess  devices  (TIVAD)  and  of  PICC  lines,  withdrawal  of  for-
ign  bodies,  etc.  Interventional  radiology  used  to  provide
onsiderable  relief  to  patients  suffering  from  acute  DVT,  and
e  need  to  convince  everyone  now  that  the  new  modern
echniques  combining  mechanical  and  ﬁbrinolytic  methods
re,  in  their  turn,  coming  back  into  use  where  elimination
f  acute  obstruction  is  indicated.
The  difﬁculties  in  demonstrating  the  beneﬁts  of  interven-
ional  radiology  techniques  compared  with  drug  treatment
eed  to  be  emphasized.  Although  our  techniques  allow  us
o  treat  the  cause  while  drugs  only  treat  the  consequences,
he  short-term  complications  of  interventional  techniques
mperil  the  beneﬁts  of  the  procedure.  Moderate  or  even
ong-term  follow-up  is  often  necessary  to  demonstrate  the
uperiority  of  interventional  techniques.  This  is  the  case
or  most  of  our  procedures  including,  for  example,  dilata-
ion  of  the  renal  artery  or  vertebroplasty.  Unlike  coronaryEditorial
ilatation,  interventional  radiology  comes  up  against  stud-
es  with  small  numbers  of  subjects  that  carry  insufﬁcient
eight  as  studies  to  demonstrate  the  beneﬁts  of  our  tech-
iques.  Only  multicentre  studies,  which  are  very  difﬁcult  to
erform  on  uncommon  diseases,  could  really  demonstrate
 beneﬁcial  effect.  Consensus  conferences  or  recommenda-
ions  by  experts  are  likewise  of  slight  though  real  value  for
stablishing  good  practices,  and  many  years  are  often  nec-
ssary  to  validate  a  strategy.  The  expertise  is  there  in  our
eams;  let  us  have  conﬁdence  again  in  our  approaches  and
stablish  networks  to  be  able  to  offer  these  specialised  pro-
edures.  There  are  a  great  many  venous  diseases  for  which
ur  interventional  radiology  techniques  can  be  beneﬁcial  to
atients;  it  is  up  to  us  to  propose  them.
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